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Introduction
Immigration which can be seen as a social movement, is one of the fundamental ways for a change that affects every aspect of life from economy to health (1) . People, especially as groups, move to another region by leaving their habitual residences due to a variety of reasons (2) . In the past, the issue of immigration was addressed as internal and external migration. In the last twenty years, the concept of forced migration has started to be considered. Forced migration is a kind of immigration that arises when people move to another region involuntarily caused by natural or man-made disasters (3) .
United Nations defines "internally displaced people" in a document named "guiding principles on internal displacement" as follows: "internally displaced people are people or groups of people who have been forced or obliged to flee or to leave their homes or places of habitual residence, in particular as a result of or in order to avoid the effects of armed conflict, situations of generalized violence, violations of human rights or natural or human-made disasters, and who have not crossed an internationally recognized state border" (4) Forced migration has led to a variety of negative issues; in terms of demographic and environmental aspects and political, social and economic perspectives. On the other hand, in terms of health related outcomes, psychological problems created by the immigration process are at an incomparable rate as against other problems caused by migration (5) . Forced migration, traumatic events, resettlement of unfamiliar environments increase the risk of psychiatric morbidity among immigrants (6) . The prevalence of main psychiatric problems including posttraumatic stress disorders, depression or, anxiety disorders, vary among different migrant groups according to cultural differences, different instruments used or the opportunities given by the host population. In a systematic review prevalence rates for depression or anxiety were stated as approximately 20% in labour migrants whereas 44% among refugees (7) . In the literature, there are studies on mental problems among people who have migrated to other countries from Turkey but there is no study on mental problems of people who have been exposed to forced migration within the country (8, 9) .
In Turkey, high rates of migration had been seen after 1980s from eastern and south eastern parts of Turkey to the western regions. In this period, the conflictual events that occurred in the eastern regions, caused people to be displaced involuntarily, falling within the forced migration group. These people were forced to create new residential areas in the metropolis. And they had to struggle with many problems in the new settlements.
In this study, selected research area had got greater number of immigrants from the eastern regions to Aydın.
The aim of the study is to determine the reasons of forced migration and its psychological consequences among women in Aydin, Turkey.
Materials and Methods
This cross-sectional study was conducted between 1st September -31st October 2012 in Aydin, a city in western Turkey with a population of 1 006 541 people during the research period (10) . There are high immigration rates from Eastern regions to Aydın, because of economic reasons or conflictive events. Net migration rates were as following according to year periods; 2.8 ‰ 2012, 2.3 ‰ in 2013, 13% in 2014 (11) . The total number of study population is 27 000, 85% of which were Kurdish origins. It was reported
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halidir. Sürekli verilerin dağılımı, Kolmogorov-Smirnov testi ile kontrol edilmiştir. Sürekli değişkenler için Mann-Whitney U Testi, nitel değişkenler için ki-kare testi kullanılmıştır. Tip-1 hata, 0,05 olarak kabul edilmiştir. Bulgular: Göç etmiş olan kadınlar, göçün temel sebebi olarak "iş sebebiyle" olarak belirtmiştir. Göç etmiş olan kadınlarda anksiyete skoru ortanca değeri 0,38 (0,15 -0,63), göç etmemiş olan kadınlarda ise 0,30 (0,08 -0,38) olarak daha düşük bulunmuştur (p=0,016). Somatizasyon skoru, göç etmiş kadınlarda 0,66 (0,22 -1,11) ve göç etmemiş kadınlarda 0,33 (0,11 -0,55) olarak hesaplandı ve aradaki fark istatistiksel olarak anlamlı bulundu (p=0,003). Göç etmiş ve etmemiş kadınlar arasında KSE skorlarında anksiyete ve somatizasyon alt grubu haricinde anlamlı bir fark saptanmamıştır. Sağlık hizmeti kullanımında, göçebe kadınlar göç etmeyen kadınlara göre birinci basamak sağlık merkezlerini daha çok kullanmaktadır. Sonuç: Bu araştırmanın sonucunda zoraki göçün, kadın akıl sağlığını olumsuz olarak etkilediği görüldü. Göçmenler, anksiyeteye daha yatkın olmakta ve göç somatizasyonu artırmaktadır.
that the population migrated from eastern provinces to the research area after 1980. The prevalence of the migration among the women in the district was 84.9%. This information was learned from local government via personal communication.
Study Sample
Common mental disorders such as depression, anxiety and somatic complaints affect approximately one third of people in the community worldwide (12) . Turkey Mental Health Profile Study (1998) showed that the prevalence of mental health problems was 17.2% (13) . There are some studies at regional level but there is no new generalized data in Turkey, currently. As mentioned above, assuming a prevalence rate of 20% (for depression/ anxiety levels of labour migrants); the number of people to be included in the sample was calculated as 246 according to the following formula: n=t2pq/ d2 (p=0.20; q=0.80; d=0.05). The sample size was calculated with the Epi Info -StatCalc program used in prevalence studies. Because beta type error was not considered in this program, it was not included in sample size calculation (14) .
Assuming a missing of 10%, the goal was to reach 270 individuals in the population. According to the records, 4 000 people are the inhabitants of the district whereas 23 000 people migrated to the district. By the records of mukhtar (head of the neighbourhoods), a list of the women at the age of 18 and above was reached and then, the address information of the target population was taken via systematic sampling method. In total, 35 inhabitant women and 235 forced migrated women were selected according to the proportion in the population and they participated to the study. One questionnaire form of migrants had insufficient data, so that it was omitted in analysis.
Trained interviewers applied the questionnaire to the women by using the face-to-face interview technique in participants' houses.
Questionnaire A questionnaire was applied to all women above 18 years living in houses where the sample was taken. Possible language problems were overcome by the help of their children who were able to speak Turkish. The questionnaire form consists three sections: sociodemographic, reasons for migration and frequency of health service usage and Brief Symptom Inventory (BSI). Reasons for migration classified according to a national study named "Survey on migration and displaced population, Turkey" (15) .
BSI is a short form of the Symptom Check List (SCL) formed as a result of works conducted by SCL-90-R (16). BSI was developed by Derogatis in order to perform a general psychopathological assessment both in a quick, reliable and valid way (17) . BSI is a sample for individuals enabling them to identify themselves. It consists of 53 items that detect and measure various psychological symptoms. BSI was adapted into Turkish by Şahin and Durak in 1994 (18) . Subscales of the scale is; anxiety, depression, negative personality, somatization and hostility.
The Sub-Scales Used are Defined As Following Anxiety; includes symptoms and behaviours like anxiousness, tension, worry, fear, nervousness, panicking, the feeling of nausea, diarrhoea, frequent urination, a feeling of asphyxiation, excessively breathing. Depression; includes symptoms and behaviours like pessimism, moodiness, feeling of unhappiness, indecisiveness, loneliness, generally being indifferent to life and suicidality. Negative Personality; includes symptoms like finding oneself inadequate, feelings oneself ineffective, worthless and guilty by feeling lowly and inferiority complex. Somatization; includes some somatic complaints ongoing for years recurrently not associated with physical reasons. Symptoms such as chest pain, abdominal pain, dyspnoea, nausea, fainting, and numbness in the body are defined under the somatization scale. Hostility; includes symptoms like incidence of shivering, nervousness, temper, anger, insecurity, perpetrating violence against others, fighting, beating, intending to harm others and to cause damage to property.
Three index scores which are the general determinants of mental health can be obtained from Brief Symptom Inventory (Severity of Illness Index, Total Symptom Index and Illness Symptom Index). For the calculation of the scores, for each question, the person responds to the scale is asked to mark the one of the following options as an answer: "None" (0 points), "A little" (1 point), "Moderate" (2 points), "Quite" (3 points), "Too many" (4 points).
The total score obtained for each subscale is calculated by dividing it by the number of items in the subscale. Higher scores suggest higher levels of psychological symptoms: Severity of index (SOI) level showing the level of stress, are calculated by dividing the total of the subscales by 53; it ranges from 0 to 4.
Total Symptom Index (TSI) is the total score obtained as a result of the assumption of all positive values as 1 apart from the items marked as 0; it ranges from 0 to 53.
Illness symptom index (ISI), is obtained by dividing the sum of the subscales by total symptom index.
The study protocol has been designed in conformity with Declaration of Helsinki (Seoul, October 2008) and necessary permission was obtained from the Ethics Committee of Adnan Menderes University, with the protocol number 2012/114.
Statistical Analysis
The data was analysed with software of SPSS 17.0 version. Normality distribution of continuous data was analysed with histogram and the KolmogorovSmirnov test. Descriptive statistics were defined by using median values and 25 and 75 percentile values for not normally distributed variables and defined using the mean ± standard deviation for normally distributed variables. Chi-square test was used to compare categorical data and Mann-Whitney U test was used to compare continuous data. Type-I Error (α) level was assumed as "0.05".
Results
Total of 269 women (234 non-migrant women and 35 migrant women) were included and they accepted to fill the questionnaire. The mean age of the migrant group was 38.8±12.6 years, and the mean age of the non-migrant group was 31.9±11.2.
Reasons for migration were stated as, personal reasons (28.8%), familial reasons (28.2%) and spousal reasons (27.2%). Sub-group interrogations of the stated reasons have been reported as the "employment purposes" as the basic reason for migration.
11.3% of migrated women affected from migration socially declared themselves as having "homesickness". Although they migrated for employment purposes, 26.7% of migrant women indicated that migration affected them economically, 58.8% of them stated that they did not have good economic situation and 10.6% of migrated women In migrant group, only 4.7% of participants continued education after primary education, whereas this ratio was 28.6% in non-migrant group and the difference was statistically significant (p<0.001). 74.2% of migrants had income monthly lower than 1000 Turkish Liras, this ratio was 55.9% in non-migrants (p=0.003). Migrants lived in more crowded houses than non-migrants (p=0.002). 87.6% of migrants and 73.5% of non-migrants were married, and this difference was not significant (p=0.086) ( Table 1) .
Considering the use of health services, more than half of the migrant women (61.2%) were preferring Primary Health Care Services whereas this ratio was 48.6% in non-migrant women. Primary care services were more used by migrant populations but the difference was not significant (p=0.156).
It was found that forced migration had adverse effects on the mental health of women in terms of anxiety and somatization (p <0.005) ( Table 2 ). Migrants were found more prone to anxiety than those who did not migrate. The median value of anxiety score in the migrants was 0.38 (0.15 -0.63) and it was 0.30 (0.08 -0.38) in the non-immigrants (p=0.016). Also median value of somatization score was also higher than the median value of the non-migrants such as 0.66 (0.22 -1.11) to 0.33 (0.11 -0.55) (p=0.003).
In migrants, median values of Severity of Illness Index, Total Symptom Index and Illness Symptom Index were respectively 0.49 (0.32 -0.81), 18.00 (12.00 -15.00), 1.45 (1.21 -2.00) and in non-migrants these values were respectively 0.49 (0.13 -0.74), 17.00 (7.00 -25.00), 1.32 (1.00 -1.83) (p=0.357 (SOI), p=0.544 (TSI), p=0.064 (ISI)). There was no significant difference in BSI subscales' scores between migrant and non-migrant groups.
Discussion
The ratio of those who completed primary education in the sampling group was very low in migrants. In Aydin province, according to the Turkey National Education Statistics database, the ratio of women older than 15 years and those graduated from primary education or not completed was 72% in 2012 and this rate was similar to the non-immigrant group (19) . Migrants might not have the opportunity to go to school enough or they might have a lower educational level and cultural character in the place where they had migrated from. A study conducted by Borjas in 1995 supports the low level of education in migrants (20) .
In the study group, 25% of migrants had a monthly income of more than 1000 TL per month (the minimum wage in 2012 was about 740 TL) (21) . In a refugee study in 2009, conducted in Van province, 10% of those surveyed had a monthly income of more than 500 TL per month (minimum wage was about 550 TL) (22) . In contrast, in a survey on Russian migrant women in Antalya province in 2013, 84% of women had a monthly income of more than 1000 TL per month (the minimum wage was about 800 TL) (23) . In a study, it was stated that economic problems could be Meandros Med Dent J In migrants, the marriage status ratio was higher (69.2% vs 42.9%), because the most important reasons for migrating were their familial and spousal reasons. However, it seemed that migrants were living more crowded in their houses. In literature, there was not enough evidence to explain this relation. However, there might be many reasons such as migration of migrants to near relatives, migration from a high birth rate region, cultural features.
The use of primary health care services was higher in migrants (61.2% vs. 48.6%). There were some studies which showed that migrants had difficulty in using health services. For this reason, the preference ratio of primary health care services might be higher in terms of easy accessibility. For migrants, obligation to pay extra to expensive secondary or tertiary health care services might cause migrants to prefer free primary health services. However, further research is needed on why migrants prefer primary health care services.
The cause of migration is one of the most important factors affecting mental state. While in voluntary migrations mental problems are occurred less, those problems increase in forced migration (24) . Our study findings also support that view.
In the study of Aker et al (2002) , 80% of women stated that they have lost their social environment while staying away from the family and relatives; 65% of them (especially middle-aged women and above) complained that they could not adapt to the urban environment because of language barrier (25) . Most of them did not have any communication with anyone other than people in their household. Almost all of the women (90%) stated that their psychological problems increased after migration to a new environment and especially middle aged women would like to return to their old settlements. In our study 10.6% of the migrant women stated that they wanted to leave their current settlement. Migration itself can be a stress source due to its characteristics. Stress is the factor that triggers the depression and thus migrant women are at risk of depression. It is a known fact that women are exposed to more biological and psychosocial stress factors than men as they lack employment opportunities and have low levels of education in Turkey (26) . They can face with social problems such as gender inequality, poverty, role conflicts at home, low participation to decision making mechanisms (27) .
In the study of Turkleş et al (2013), it is noted that migrant women living in a southern city of Turkey experienced problems in intrafamily communications, in showing appropriate emotional responses, paying the necessary attention and general functions of the family (28) . In another study aiming to evaluate the behaviours of migrant and non-migrant women living in a western city of Turkey, it is determined that women who migrated was found to have lower health related scale scores while coping with the stress (29). All of those can lead to the occurrence of mental health problems in women.
Sir et al (1998) assessed the mental health of a group forced migrated individuals by using SCL-90-R and Beck Depression Inventory (BDI). The results of the migrant group were compared with the non-migrant group living in the same area. When comparing the scores of SCL-90-R, significant differences were detected in all subgroups except anger. According to these results it is interpreted that all of the psychological characteristics of the migrant group were affected. General Symptom Index (GSI), was found as higher in migrant women having low level of education (30) .
In our study, the mental health of women was assessed by BSI. As a result of our study, it was found that anxiety and somatization were high in the migrant group in comparison to non-migrant group. Immigration status leads to the increase in inclination for anxiety and affects somatization in accordance with to the results of other studies in the literature. The high incidence of somatization between migrants has been demonstrated in various studies (8, 31) This was suggested to be associated more with anxiety and depression. In the study of Sir et al (1998) somatization was found significantly higher in the group of migrants. In the study of Westermeyer et al (1989) it was suggested that somatization was related with education (8) . While the somatic complaints are sometimes the symptoms of depression and those also can be a projection method be used to draw the other people's attention. As a result of the studies of Sir et al (1998) it is noted that forced migration had adverse effects on mental health and women migrants experienced more emotional distress than man (30) .
Regardless of under which circumstances migration took place, men and women do not experience it in the same way. Women experience the effects of migration in a different way than men, due to gender inequality. Migration, itself is the cause of trauma, feeling of statelessness and alienation, and in case of a forced migration it is observed that women may become more introverted and isolated. They experience problems about daily life (shopping, using the health services, childcare related work, etc.) and have to live isolated without any integration in the social life (24, 25) . Language barrier is one of the biggest problems of most women especially for middle-aged women. Men might have chances to learn Turkish by leaving their habitual residences for employment or military service purposes, whereas women do not have such a chance since they live isolated in their houses (26) .
As mentioned above, there are lots of difficulties (such as insufficient income, worries about health, education… etc) for migrants to cope with. Inequalities can also cause social and psychological problems. Migrants have less facilities and that could cause psychological problems, too (32) .
The most important limitation of this study was that we just asked the symptoms of diseases to the participants instead of detailed psychiatric interview. Therefore, it didn't reflect a psychiatric diagnosis. Another difficulty was language problem. We dealt with this problem via the use of translators who were participants' children. Although transportation seems to be a problem for this study, we had no problem. Since, participants were living in the near neighbourhoods to our institution, mostly.
Conclusion
The factors including the problems of adaptation to a new culture, language barriers, lacking adequate social support, low socioeconomic level, low employment opportunities and low standards of working conditions faced by migrants cause a variety of mental health problems. These problems are more frequently seen in women than men. Using a combination of various psychological practices together would be beneficial in order to determine in detail the health and mental health problems of victims of migration. For example, we apply BSI inventory in line with our own means in this study. In the new researches to be conducted using BSI alongside with the Beck Depression Inventory, Multidimensional Anger Scale or Social Comparison Scale will allow the identification of the problems in detail.
The problem of internal displacement and forced migration should be considered as public health issue at the national level. The social integration projects for victims of migration need to be put into practice. There should be projects for solutions to be designed and implemented firstly regarding the problems of language, education and culture, then regarding maternal and child health problems, psychological counselling and rehabilitation centres. In health care institutions, public health and mental rehabilitation services should be expanded and the access to these services should be facilitated. In order to provide such services, the language barrier should be overcome and there should be solutions for the language problem. The health care staff that will provide the care should be trained about the specific problems of victims of migration. In addition, a variety of job opportunities should be created to strengthen migrants' socioeconomic levels.
It should be noted that the victims of migration that are supported socially and psychologically can deal more effectively with existing problems, and they can adapt more quickly and easily into psychosocial society in which they live.
